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Dear Editor
I would like to make a couple of comments
concerning the section ‘Management and
treatment of vitamin D deficiency’ in the
above article. 

1. It is stated that pregnant women
should be advised to eat “a high calcium
diet”. In fact DH recommendations are that
there is no evidence for a diet higher in
calcium during pregancy than for women
who are not pregnant (Department of
Health report 41 Dietary reference values
for food energy and nutrients for the UK
HMSO 1991).

2. It was also stated that a high
phosphorus diet is advised in pregnancy.
As with calcium I am not aware of any
recommendations for this. Phosphorus
intake tends naturally to follow calcium
intake so no separate recommendation 
is needed.

3. It was also recommended that cod
liver oil supplements might be needed by
some pregnant women to supply vitamin
D. This should be actively discouraged as
there may be a risk of excessive intake of
vitamin A which is also present in high
levels in cod liver oil and carries the risk 
of teratogenesis.

I hope this is of interest and can be
passed on to the authors and published 
in your journal. 

Caroline King

BSc SRD, Paediatric Dietitian (Neonatal
Specialist), Dietetics Department,
Hammersmith Hospital, Du Cane Road,
London
caroline.king@imperial.nhs.uk 

The authors reply:
We would like to thank Caroline King for
her very useful comments. All the points
raised are extremely valid. 

We would recommend a high
phosphorus/phosphate diet with vitamin D
and calcium only in the proven
deficient/vulnerable population due to the
risks of secondary hyperparathyroidism
leading to phosphate losses in urine.

We are completely in agreement about
the teratogenicity of vitamin A excess.
Different brands of cod liver oil vary
greatly in their vitamin A content. The
Institute of Medical Sciences recommends
a daily intake of 2333 IU vitamin A for
women. Carlson cod liver oil contains 900
IU vitamin A and 400 IU vitamin D per

5mL. So one teaspoon a day would be
considered safe. Certainly cod liver oil
should not be consumed in excess without
medical consultation.

Phosphorus and calcium intakes usually
follow each other as stated by Caroline
King; we did not make this clear in our
original article.

We would like to reiterate the case for
vitamin D supplementation in pregnancy,
particularly in the immigrant population
who receive little exposure to the sun due
to their dresscode. COMA, a body set up
by the Department of Health, and
nutritional experts recommend that
pregnant and breastfeeding women should
have a daily intake of 10 micrograms of
vitamin D daily. The average dietary intake
is 3 micrograms. Healthy start tablets
provided by midwives in the second and
third trimester contain 10 micrograms of
vitamin D. COMA state that breastfeeding
mothers should receive vitamin D
supplements to ensure an adequate level.

Nikila Pandya

MD, DCH, FRCPCH, Consultant
Paediatrician, Department of Paediatrics,
Maidstone Hospital, nikilapandya@nhs.net 
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F O C U S  O N  A  U N I T

Following a move from its city centre
location to purpose-built hospital

premises on the city outskirts, the doors to
the new Norfolk and Norwich neonatal unit
opened in  November 2001. 

An American company designed and
built the new hospital and senior neonatal
staff were involved in the planning of the
unit from within the consultation team. 

Under the Government’s Managed
Clinical Network Strategy, Norfolk and
Norwich neonatal unit has become one of
the region’s two level 3 units and a regional
referral centre for neonatal surgery. It is
intended that 95% of all babies born in the
region needing special care will be looked
after by one of the eight units making up
the NSC neonatal network.

Although the unit was built with the same
capacity of 22 cots as the old one, it is much
more spacious, resulting in a better working
environment for staff and cutting the risk of
infection. Facilities for families and staff are

much improved, with five family rooms 
and a brightly painted siblings play room.
New arrivals are placed in one of two
isolation rooms and staff are proud that
there have been no episodes of MRSA in 
the unit since its opening.

Asked if there were any areas in which the
design of the unit fell short, staff admitted
that a seminar room would have been very
useful, especially as courses are run in the
unit, with an enhanced practice course due
to start in September this year. Designers
also needed convincing that each cot really
needed 24 plug sockets and initial plans to
situate the nurseries in the centre of unit,
with utility rooms taking the cherished
window spots, were soon altered after
persuasion from unit staff. 

Space was made in the NICU for a PACS
(picture archive and communication
systems) workstation, a filmless method of

sharing clinical images across a network 
and still quite unusual in neonatal units
across the UK. 

Now, the strategic health authority has
identified a need to expand and so
alterations are under way to enlarge the
nurseries to cope with 28 cots. 

This expansion means that the unit will
finally get its seminar room, staff changing
rooms and a much larger, brighter, low
dependency nursery ready to accept an
increased capacity of up to 17 babies.
Finances have also been made available 
to employ two more ANNPs and more 
staff nurses. 

The low dependency nursery is entirely
nurse-led and staff believe this is an unusual
and highly effective approach, so much so
that they have entered the Health Enterprise
East, Innovation Competition 2005. There
is a strong ethos on the unit that parents
should have the facilities and the support 
to be as hands-on in the care of their infants
as possible.  

Regular forums held for parents by the
unit managers and Paediatric Matron prove
very useful. With the help of outreach
nurses, early discharge is routine with
parents feeling supported enough to take
babies home while still tube feeding or
needing oxygen.

Having had the opportunity to participate
in the design of their neonatal unit from
scratch it would seem that staff are pleased
with their roomy new work environment.

A new beginning in Norwich

ANNP Julie Mullett in the bright and airy NICU.

FAR RIGHT: Staff nurse
Elizabeth Harman in
the busy low
dependency unit.

RIGHT: The siblings’
playroom is bright and
attractive.

BELOW: Parents Maria
Taylor and Dave Hurley caring for one of  their
premature twins, born at 30 weeks’ gestation.

WRITTEN BY Kate Woods

Why not contribute to our focus on a unit feature?
Contact kate@infantgrapevine.co.uk

Is your unit special? 

50 V O L U M E  3  I S S U E  2   2 0 0 7 infant

F O C U S  O N  A  U N I T

The neonatal unit moved to its purpose-
built premises in Preston, Lancashire, in

September 2004. Staff worked in close
consultation with the architects, offering
advice to achieve the design they required
in their new unit. The level three unit now
provides five intensive care cots and 16 high
dependency and special care cots.

An innovative role within the unit is that
of the neonatal nursery assistant, a post
developed using the skills of three staff
members who were originally employed as
nursery nurses but had been downgraded
to healthcare assistants as a result of a local
decision. After a review which highlighted
that the skills of such staff were not being
utilised, the neonatal nursery assistant role
was introduced.

Neonatal nursery
assistants, who hold NVQ
level 3 – care of neonates,
work independently and act
as a named nurse in the
special care area with their
own caseload of patients.
They are accountable to the
trust and are supervised by
the shift leader in the same
way as registered nurses/
midwives. Neonatal nursery
assistants are competent to
administer oral drugs and
care for infants suffering

from chronic lung disease who are oxygen
dependent and stable. The provision of pre-
discharge parentcraft advice and continuity
in the preparation of babies and their
families for home is an important aspect of
their responsibilities. One of the unit’s
neonatal nursery assistants has been
involved in the implementation and
running of the unit’s Synagis clinic, for
protection of babies at risk of respiratory
syncitial virus.

Once these staff had taken up their new
roles, a rethink was needed to replace them
and so the recruitment of a housekeeper
took place – believed to be the first within
the Trust. There are now three house-
keepers who provide essential support for
the smooth running of the unit through

dynamic infection control and
stock control processes. They also
provide physical and emotional
welfare for staff and parents.
House-keepers need no formal
training to start but are given in-
house training and need to have
the personal qualities enabling
them to provide support for staff
and parents.

The unit’s staff come from a
variety of nursing backgrounds

Capitalising on staff skills
to improve patient care WRITTEN BY

Anne Major and Kate Woods
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with child, adult, midwifery and neonatal
nursery experience. Adult-trained nurses
tend to become interested through
midwifery placements within their training
schedule and those with adult intensive
care training have skills which are highly
transferable. All of these nurses integrate
into the neonatal environment quickly and
the unit finds there is no difference in the
speed at which they learn to become
neonatal nurses, compared with midwifery
or children’s trained nurses.

The results of two nurse-led parent
satisfaction audits have helped neonatal
staff to understand the needs of parents and
that information was used to shape the
environment for parents within the newly-
designed unit.

A resuscitation audit drove the
improvement of training for neonatal
nurses and midwives, while a further nurse-
led audit of documentation has improved
the multidisciplinary documentation for
insertion of peripheral lines, in keeping
with the DH “Winning Ways” document.
At the moment the University of Central
Lancashire is conducting research into
family centred care within the unit as part
of a multi-centred project.

Preston maintains a good record of staff
retention, with a waiting list of candidates
seeking to join the unit. A structured
support programme for pre- and post-
registration students, including Child
Branch, Midwifery and Neonatal Degree
Students, leads to increased satisfaction of
allocation time spent on the unit, which in
turn leads to increased enquiries regarding
employment. 

In addition, a neonatal clinical educator
supports all grades of staff in their practice
with an induction programme, various in-
house study days including administration
of IV drugs and neonatal-specific
mandatory training, and one-to-one
coaching with clinical supervision. The
clinical educator also supports staff in their
practice development, in clinical risk and
child protection.

Neonatal nursery assistant
Dorothy Watters and Alysia at
bathtime.

Helping to keep the unit
spotless: Housekeeper Suzanne
Smith.

From brand new facilities to
cutting-edge equipment and from
excellent practice to inspired 
fund raising, Focus on a Unit is 
the place to let other readers
know what your unit is doing

❚ Is your unit
currently
undergoing a
rebuild or
refurbishment? 

❚ Has your unit
received
recognition for 
excellent practice
or working towards 
improvement?

❚ Is your unit
overseas? Have you
spent time in an
overseas NICU?
How does practice
differ from the UK? 

❚ Are you using or in 
the process of 
choosing cutting-
edge equipment?

❚ Has your unit been
involved in a
unique fund raising
event?

Whatever the subject, contact kate@infantgrapevine.co.uk or call 01279 714504 to chat about featuring in Infant.


